Background: Persistence with ineffective suicide prevention together with suicide mortality trends are a concerning commentary on society. Although suicides are committed by individuals, the reasons for individuals contemplating suicide may, at least in part, be due to the socio-economic and socio-political perceptions and attitudes of suicide. A lack of public discussion and suicide education maintains current suicide trends and has led to "more of the same" interventions. Suicide prevention programmes must break the cycle of providing the public with more medical intervention at higher costs in terms of lives lost and in monetary term, and instead, eradicate suicide as a solution. Methods: In this paper we explore suicide as the outcome of a dynamic process of decision making, using the Predicament Questionnaire designed by one of the authors. Results: The results suggest that the association between adverse life events and suicide as a solution is well established in the public mindset. In other words, social perception of suicide as a solution to a problem can help maintain or raise suicide rates. Conclusions: Suicide must be openly and responsibly debated to remove the myth and stigma surrounding it. We recommend the grassroots approach to suicide prevention. Further research in replicating the survey questionnaire is needed.
science behind the evidence used to develop suicide prevention is flawed and unsustainable which contribute to the patterns in suicide trends over the last few decades (e.g. see [1] [2] [3] ). Indeed, inevitably, the World Health Organisation published a document with a section dedicated to the myths about suicide and rejecting them including mental illness as the cause of suicide [4] .
The main problem with suicide prevention has been the attempt to quantify suicide [5] rather than understand it. In other words, research has attempted to equate suicide to a cause, namely disorder of the mind. The current dominant medical model approach to suicide prevention assumes and interprets the cause as mental illness or disorder and therefore has transformed suicide prevention into suicide intervention [6] .
Even those arguing for alternatives to the medical model seek non-clinical causes which for all intents and purposes offer no more benefit than the medical model. For example, a social model suggests bereavement, unemployment, divorce/breakup, failure, and so on may cause suicide. This is no different to the medical model argument that such events lead to depression and depression leads to suicide. Indeed, most suicide research aims to measure the depression levels in a particular group and then rank that group as high (or low) suicide risk group (e.g. see [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] ). Unfortunately, such models have not contributed to suicide prevention and may in fact have exacerbated the suicide problem.
An alternative approach is to acknowledge our lack of understanding of suicide per se, and rather than assuming "mind" being ill as the cause of suicide, we could reinterpret the "mind" process of decision making. In this context, whilst we may not understand suicide, the process of decision making is better understood. Clear advantages of this approach are that suicide will be viewed as the outcome of a decision making process and suicide prevention policies will concentrate on removing suicide as an "off the "shelf" solution to problems. In contrast, a medical model assumes the presence of a mental disorder, which may or may not exist, and attempts to remove it from the suicide equation. This approach does not prevent suicide because suicide and mental illness are NOT one and the same [20] . Indeed, data from psychiatric hospitals demonstrated that patients being treated for suicidal behaviour went ahead and completed suicide whilst under psychiatric care and after being discharged [21] .
Clearly, the decision making process is itself a function of other social, economic, health, environmental, and educational processes. However, the outcome of a decision depends also on social perceptions and attitudes that may make the outcome acceptable. Therefore, using this approach we must also gain insight into the social conscious of a community/society/nation.
In this paper, using data from a pilot study, we attempt to explore decision making process at the population level and discuss ramifications for suicide research and the process of developing suicide prevention policies.
Methodology
This study was approved by the ethics committee of the Medical University of Varna, Bulgaria.
Our aim was to explore any connection between individuals' and social perception of suicide, and whether the process of decision making is influenced by suicidal attitude when faced with an adverse life events, which we refer to as predicaments.
Different individuals react to predicaments differently. For example, individuals with similar characteristics facing the same predicament-one may contemplate suicide whilst others do not. In other words, differentials in outcome (whether or not the individuals act out their suicidal ideations) may well be due to unobserved heterogeneity in individuals (individual specific trait) and their culture (community/society specific trait). In this context, the severity of the predicaments is used to explore the threshold at which point a predicament may be viewed as a suicide trigger by respondents.
The Predicament Questionnaire
The Predicament Questionnaire [22] was designed by one of the authors (Pridmore) in order to explore public's attitudes and perceptions of suicide. The questionnaire is listed in the appendix and presents the respondents with a number of adverse life events, at various levels of severity. The questionnaire invites respondents to agree or disagree whether each event may be considered a trigger for contemplating suicide.
This questionnaire presents 32 vignettes (predicaments) and asks respondents whether depicted individuals might experience suicidal thoughts, and if so, to what degree, using a slight, moderate, strong scale. Responders are encouraged "to focus on the typical responses of people in your community/culture", and advised, "Strong suicidal thoughts are those which could (but not necessarily) result in suicidal actions (fatal or nonfatal)".
The questionnaire was piloted on the internet. An invitation to complete the questionnaire was distributed in different countries around the world via the internet.
Friends and colleague placed it on Facebook pages. Invitations were offered to Police Forces, Universities, Council Members, and Clubs which made email addresses publicly available.
Results
The pilot study resulted in 647 completed questionnaires (see appendix). There were responses from a total of 35 countries. The majority were from English speaking nations, however, making cross-cultural comparisons limited to Western style cultures, namely, Australia, US, UK, Canada, Ireland and New Zealand.
Respondents were asked to express their agreement with statements from each question on a Likert type agree/disagree scale (None = 1, Slight = 2, Moderate = 3, and Strong = 4). Thus, the range of values for each question is 1 -4, and the range across the 32 questions is 32 -128. The assumption is that the 32 item questionnaire forms a sliding scale on which attitude to suicide may be measured, i.e. lower values on the scale indicates disagreement whilst higher values indicate various levels agreement with suicidal behaviour due to adversity.
As shown in Figure 1 , the scale appears fairly normally distributed with mean 68.51 and standard deviation of 16.3. Arbitrarily one standard deviation and the mean were chosen as cut off points to create a categorical scale for the purpose of cross-tabulation.
Specifically, values below one standard deviation were grouped as "low" 1) those values between one standard and one point below the mean were grouped as "low moderate"
2) values one point either side and including the mean were grouped as "moderate" 3) values between one point above the mean and one standard deviation above the mean were grouped as "high moderate" 4) and values over one standard deviation were grouped as "high". The distribution of this new variable is shown in Table 1 .
For the questions to be useful as a measure of individuals' and population attitudes/ perception to suicide, and add insight into the process of decision making, they must illustrate sensitivity of outcomes due to change of severity in life adversity. 
Scale
These scenarios or predicaments together with their frequency distributions are shown in the appendix. It can be noticed that respondents' agreement with a suicidal ideation appears to be influenced by emotional complexity and severity of the scenario.
For example, given the first predicament (Q1) where the breakup of a relationship is relatively simple over two-thirds of respondents disagreed with suicidal ideation and just under one-third agreed slightly, about 4% agreed moderately, and only 0.46% agreed strongly. These proportions change markedly when complexity is added to the relationship in the second predicament (Q2). The proportion who strongly agreed with suicidal ideation increases to 10% in Q3 when the added complexities are marital status and length married.
Similarly, when emotions are added to the mix, as in the case of an individual causing a fatal accident by breaking the law (e.g. driving drunk), it is less likely for the respondent(s) to empathise/sympathise with the fictitious case than if it were a random accident. This case is illustrated in Q4 and Q5, where in Q5the proportion of respondents who believe person C would have suicidal thought is more than double that of question 4, row 4 and column 4 in Table 2 (also see appendix).
As shown in Table 2 , the Questionnaire appears to be sensitive to the dynamics of decision making (re-evaluating previous decision and upgrading/downgrading it). It can be seen that when presented with an alternative adversity the majority changed their position but by one step to the next point on the scale. On the other hand, proportions who agree with suicidal thoughts appear to increase rapidly when emotion is added to the complexity of a predicament. For example, Table   3 shows the result for crossing Q1 with Q20; of the 438 respondents who disagreed in Similarly, in predicament 28 the inclusion of emotive family destitution is the added complexity. The result of crossing Q1 with Q28 is shown in Table 4 . Once again it can be seen that there is an over-representation in the upper corner of Table 4 due to respondents switching agreement level in Q20 compared with Q1.
This pattern can be observed throughout the survey questionnaire, which provides evidence that this questionnaire can be used as a broad scale to measure attitudes to suicide. It is also reassuring that the result of a factor analysis confirms internal consistency and validity providing evidence for a single general scale [22] . 
Discussion of Applications/Implications of the Questionnaire
Clearly, a scale that can quantify suicidal attitudes at individual and aggregate/population levels will have implications for research and suicide prevention development. As an example we carried out a number of comparisons. Table 5 illustrates comparisons at individual predicament level by age and gender. A similar pattern can be observed across the age range for males and females. However, there is some evidence to suggest that males in this sample underestimate and females overestimate association between a predicament and suicidal thoughts. In Table 5 , the proportion of females who disagreed and slightly agreed in Q4 was significantly reduced in Q5 while the proportion who moderately agreed did not change and the proportion who agreed strongly more than doubled. For male respondents, the proportion of those who moderately agreed also significantly increased which suggests that males may be more conservative in their decision making. Note: the cell frequency for gender other than male/female was too small (below 10).
Another example is provided Table 6 & Table 7 demonstrating differentials in attitudes to suicide due to age and gender, and country of residence, respectively at population level. Table 6 shows the descriptive analysis of the suicide attitude scale broken down by gender and age. It can be seen that on average the variations in suicide attitudes scores for females of all ages appear to be wider than males as shown by the score range (minimum, maximum). It can also be seen that males mean score appears lower than that for females, however, this difference is not statistically significant (p = 0.66).
Fewer than 9 respondents described their gender as "other" which is too small to be included in the analysis. It is interesting that, after decades of suicide prevention, suicide is still viewed as an "off the shelf" option to problems, which is also evident from qualitative data collected "I have answered the questions but acknowledge that in many instances only some members of my community would react in a particular way. In any situation different people will react differently and other factors will influence this."
"I found these questions difficult to anticipate the answer without knowing the people. Answered them as best I could."
"If there wasn't such a stigma against suicide, then maybe those with depression would be able to say goodbye to their friends and family before killing themselves.
Instead they die alone in secret. There is only so long someone suffering true depression can fight it for. It shouldn't be something to be ashamed about, and rarely spoken about."
Limitations
The main pitfalls of restricting a dynamic process by quantifying it into a single scale are lumping variations, due to different sources, into one leading to loss of information.
A single scale does not allow distinguishing between anger, empathy, sympathy at individuals' and social level. Furthermore, such quantification of suicide attitudes does not provide a measure of individuals' own suicidal ideation. On the other hand, the scale may be used to explore social and population suicidal attitudes. We have restricted inference to the pilot study's sample only.
Conclusions
More research is necessary to develop this scale into a multidimensional scale, e.g. by exploring individuals' perceptions and beliefs further. Another dimension could be added to the questionnaire on individuals' knowledge of suicide and its statistics such as morbidity/mortality, reason(s) for interest in suicide/this survey, any direct or indirect experience with suicide and suicide prevention, have they been asked for help, do they know how to respond to requests for help from family, friends or strangers, how do they believe their community/society/country view suicide, is there a healthy suicide debate/education in their community, is suicide education medically based.
In summary there are two areas of interest from the initial descriptive analysis of data from the Predicament Questionnaire, first, the attenuation of perception of suicide in the public mindset, second, there may be a link between public's perception of suicide and suicide rates. These are important and interesting results and will have implications for suicide prevention policy development.
This suicide attitude questionnaire provides evidence to support the view that "suicide is a solution to problems" has been normalised. In other words, suicide prevention policies have become part of the suicide problem. It is imperative to de-normalise suicide as a solution to a problem. To achieve this, suicide prevention policy must learn to prevent suicide as opposed to wait for suicidal behaviour to develop and then attempt to intervene. To prevent suicide, a cultural shift that eliminates the social perception of suicide as the answer to life problems and adversity is necessary [24] . This cultural shift was achieved by the grassroots approach to suicide prevention reducing suicide down to zero in the participating communities [25] .
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